INTRODUCTION {#sec1-1}
============

Granuloma inguinale (GI) (donovanosis) is an acquired chronic, slowly progressive, mildly contagious disease of venereal origin, caused by *Klebsiella* (*Calymmatobacterium*) *granulomatis* a Gram-negative encapsulated rod characterized by granulomatous ulceration of the genitalia and neighboring sites, with little or no tendency to spontaneous healing.

The first description of donovanosis is attributed to McLeod, Professor of Surgery at the Medical College of Calcutta, India, in 1882.\[[@ref1]\]

The first use of the term GI is not known, but is believed to be derived from the anatomic description as follows: Granuloma indicates a growth of granulation tissue, and inguinale indicates involvement of the groin region. Amongst the numerous nomenclatures suggested for this disease, donovanosis was proposed in 1950 to honor Donovan, who noted the characteristic Donovan bodies in macrophages and epithelial cells of the stratum malpighii.\[[@ref2][@ref3]\]

Rajam and Rangiah found carcinoma, either as a complication of or a sequel to long-standing donovanosis, to be a rare occurrence seen in 0.25% of 2000 cases.\[[@ref2]\]

Batla *et al*. in their study have reported cutaneous metastases of rectal mucinous adenocarcinoma mimicking as GI.\[[@ref4]\]

Squamous cell carcinoma (SCC) of penis is a malignant growth found on the skin or in the tissues of the penis usually originating in the glans or foreskin. It accounts for \<1% of cancers in males. It is more common in 6^th^ and 7^th^ decade.\[[@ref5]\]

CASE REPORT {#sec1-2}
===========

A 55-year-old, otherwise healthy male had 5 years history of multiple painless papulo nodular lesions on the penis. The nodular lesions slowly evolved and coalesced to form red ulcerated growth over the last 2 months. Physical examination revealed multiple fungating, nontender, coalesced ulcers (2 cm × 1 cm) over prepuce with granulomatous base, and was associated with foul smelling discharge and phimosis \[[Figure 1](#F1){ref-type="fig"}\].

![Multiple fungating, coalesced ulcerative growths with phimosis](IJSTD-35-56-g001){#F1}

There was no inguinal lymphadenopathy. Patient had complaints of burning micturition since last 1 month. There was no h/o significant weight loss, fever or any other complaints. Partner\'s clinical history and examination was inconsequential.

The rest of the physical examination and routine blood and urine analysis including serotesting for syphilis and HIV were unremarkable.

The above clinical picture was suggestive of SCC of penis.

Excisional biopsy was performed and histopathological examination revealed hyperkeratosis, parakeratosis and acanthosis along with papillary hyperplasia and downward proliferation of mature squamous cells with smooth contours (pseudoepitheliomatous hyperplasia). The underlying subepithelial tissue showed dilated lymphatics and congested vessels, deposits of chronic inflammatory cells and vacuolated macrophages \[[Figure 2](#F2){ref-type="fig"}\]. The above findings and no features of malignancy confirmed the diagnosis of GI.

![Pseudoepitheliomatous hyperplasia and vacuolated macrophages (×100)](IJSTD-35-56-g002){#F2}

Patient was treated with cotrimoxazole (800 mg sulfamethoxazole and 160 mg trimethoprim) twice a day for 21 days. Posttreatment clinical picture was very satisfying \[[Figure 3](#F3){ref-type="fig"}\].

![Complete resolution 3 weeks post treatment](IJSTD-35-56-g003){#F3}

DISCUSSION {#sec1-3}
==========

GI is caused by *Calymmatobacterium granulomatis*, a Gram-negative rod. Current literature proposes to reclassify this organism as *K. granulomati* based on more detailed analysis now available.\[[@ref6]\] The name has been changed after sequencing the phoE and 165 ribosomal ribonucleic acid genes and demonstrating close homology with *Klebsiella pneumoniae* and *Klebsiella rhinoscleromatis*.\[[@ref7]\]

The incubation period for GI is uncertain, ranges between 1--360 days, 3--40 days, 14--28 days, and 17 days.\[[@ref8]\] This wide range is probably multi-factorial and may reflect either late presentation and denial or nonsexual transmission.

GI primarily affects the skin and subcutaneous tissue of the genital and perianal region. The penis, scrotum, and glans are the most commonly affected sites in males; and the labia and perineum are the most commonly affected in females. Vaginal and cervical involvement has also been reported and sometimes mistaken for SCC.\[[@ref7]\]

The primary lesion may be noted as a firm papule or subcutaneous nodule. Presentation can be through single or multiple nodules that erode into slow growing ulcerations that easily bleed. The nodules are easily mistaken for lymph nodes, although true lymphadenopathy is rare.

Although GI is generally regarded as an sexually transmitted infections mainly affecting the genital area, the possibility remains that lesions are not always sexually transmitted, but also occur through fecal contamination and autoinoculation.\[[@ref2][@ref7][@ref9][@ref10]\]

The differential diagnosis of GI includes primary syphilis; chancroid; condyloma acuminata; leishmaniasis; SCC.

Penile cancer is rare, comprising less than 1% of all male cancer and SCC is the most common variant.\[[@ref5]\]

SCC presents as ulcerative, exophytic, papillary or fungating mass with foul smelling discharge. Sometimes phimosis may mask the lesion resulting in delay in seeking medical consultation.\[[@ref5]\] Patient may complain of burning or itching over the glans or bleeding from the lesion. Inguinal lymphadenopathy is a common finding in about 60% cases.

In macrophages from patient tissue samples *Calymmatobacterium granulomati* appears as bipolar-staining intracellular inclusions (Donovan bodies), which give appearance of safety pin due to chromatin condensation at the extremities when stained with Giemsa or Wright stains.\[[@ref11]\]

Staining was not done in our case as we did not suspect it as GI because of age of patient, SCC like clinical appearance, chronicity of the lesion and patient\'s denial of any sexual exposure.

Histopathology of GI shows pseudoepitheliomatous hyperplasia and the dermis has dense infiltrate of plasma cells and histocytes. In this infiltrate, there are small abscesses comprised of neutrophils. The macrophages have a typical vacuolated appearance.\[[@ref12]\] All above mentioned features were seen in our case. Though pseudoepitheliomatous hyperplasia can be seen in early stages of SCC of penis, there was no clear cut evidence of malignancy in the form of horn pearls, atypia of individual cells, or mitotic figures.

Available therapeutic options are gentamicin, tetracycline, ciprofloxacin, doxycycline, azithromycin, and cotrimoxazole.\[[@ref10]\] Untreated; GI infection persists and may disseminate or develop abscess formation. SCC may arise from the lesion site. Secondary infectious inoculation may occur, as well as more extensive and deep ulcerations with necrosis, fistula formation, and tissue mutilation. In advanced disease, with vast tissue obliteration and scarring, surgical excision may be required.

In our case, the diagnosis was confirmed by biopsy and patient was successfully treated by giving cotrimoxazole twice a day for 21 days.

In our case, the differential of SCC was overturned by HP examination in favor of GI. Subsequent medical therapy and excision eventually cured the disease and even after 4.5 years of follow-up patient has not developed any recurrence. Once again it proves how efficient a tool histopathology is in dermatologist\'s armor in diagnosis of uncommon cases.
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